Introduction
An enlarged spleen weighing 297 g with a collapsed cyst measuring 19 x 14 x 9 cm with a corrugated and haemorrhagic internal surface was removed at laparotomy. Microscopically, the cyst was a primary epidermoid cyst with scanty fragments of atrophic squamous epithelium lining the inner surface of the sclerotic cyst wall.
Discussion
The most widely used classification of splenic cysts is that ofMartin.4 He classified them as primary (or true) cysts with cellular lining and secondary (or false) cysts without true cellular lining. He further classified primary cysts into parasitic and nonparasitic which may also be either congenital or neoplastic.
Epidermoid cysts are the commonest congenital cysts but still only account for 10% of the total of all splenic cysts.5 They are lined with stratified squamous epithelium but lack skin appendages which are seen in dermoid cysts. Macroscopically, the walls are greyish white and trabeculated. They contain serous fluid which is often blood stained.
Aetiologically they are thought to develop from mesonephrenic tissue included in the developing spleen in early embryonic life. The spleen lies close to the left mesonephrenic system and it has been suggested that abnormal development or trauma at the seventh week in utero may lead to inclusion of mesonephrenic elements within the spleen. 6 The age at presentation ranges from newborns to 50 years, averaging around 17 years. They are slightly more common in women.' Most epidermoid cysts are asymptomatic but can present as a painless or tender mass. Presentation as a surgical emergency is rare.
Plain X-ray may show a soft tissue mass in the left upper quadrant displacing the stomach medially. A ring of calcification can often be seen. Abdominal ultrasound and computed tomographic scan are most valuable investigations. They usually show a circumscribed mass free from internal echoes. 7 Traditionally, treatment was splenectomy as it was difficult to be certain of true diagnosis before operation. With increased accuracy of diagnostic tests and present attitudes towards splenic surgery, treatment is more conservative with preservation of the spleen if possible.
Popular techniques now developing along a more conservative line include drainage under radiographic control, de-roofing with external or internal peritoneal drainage, or simple cystectomy.6 These treatments should always be considered in children as the risk of pneumococcal infection is higher after splenectomy. However, conservative treatments should only be considered if infective causes have been excluded as peritoneal spread can occur with formation of multiple cysts. 
